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Introduction Technique
Partial or complete obstruction of the superior vena A 37-year-old man presented with a 6-month history
of multiple dilated veins over the front of the neckcava (SVC) and its major tributaries occasionally
results in incapacitating venous hypertension of the and upper chest. He was a heavy smoker and had been
treated for pulmonary tuberculosis 3 years previously.upper extremities and/or head and neck. Malignancy
of the thorax and mediastinum causes 80% of SVC Chest X-ray showed bilateral apical pleural thickening,
while CT scan of the chest revealed SVC atresia andobstruction and 20% are benign due to infection, radio-
therapy, idiopathic fibrosing mediastinitis, Behc¸et’s right internal jugular vein (IJV) occlusion with no
detectable compressing masses. Bilateraldisease or extrinsic compression.1 SVC syndrome
causes dilatation and tortuosity of the neck veins, facial simultaneous upper limb ascending and descending
venography confirmed the SCC and IJV occlusionswelling, cyanosis, periorbital oedema and proptosis.
Signs and symptoms of cerebral and laryngeal oedema (Fig. 1) with extensive intrathoracic collaterals
including prominent azygous and hemi-azygousare not uncommon.
Bilateral simultaneous arm contrast venography is veins. The right external jugular vein (EJV) was patent.
With the aim of decompressing the congested neckthe standard imaging technique for SVC. CT scanning
isotope venography and duplex scan are helpful in veins, the right long saphenous vein was transected
at the ankle level and the tributaries were ligated withdiagnosis and follow-up. Lytic therapy can resolve the
acute symptoms caused by thrombosis, and permits preservation of the saphenofemoral junction. Mo-
bilisation and transposition of the whole vein in athe development of collateral drainage routes.1
Radiotherapy and chemotherapy are used to relieve subcutaneous tunnel over the abdomen and the chest
was performed and the vein anastomosed end-to-distressing obstruction caused by malignancy.
Expandable metallic stents are increasingly being side with the right external jugular vein. The dilated
collaterals over the neck and the chest collapsed im-employed as a first-line approach to SVC syndrome.2
Malignancy and post-irradiation fibrosis with mediately postoperatively. The patient was hep-
arinised and started on long-term anticoagulation.superior-vena cava obstruction are often associated
with increased surgical risk and diminishing benefits. Duplex scanning confirmed a patent graft at 18 months.
No surgical method has been described that is com-
pletely satisfactory, and the variety of techniques re-
ported reflects the lack of uniform success to date. We Discussion
present an alternative surgical technique to manage
this complex problem. Many authors have cited a high incidence of com-
plications, especially haemorrhage and the danger of
* Please address all correspondence to: M. M. S. Al-Salman, College ligating major collateral venous channels, as reasonsof Medicine, King Saud University, P.O. Box 59199, Riyadh 11525,
Saudi Arabia. for reserving surgical therapy for instances in which
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Fig. 1. Digital subtraction venogram demonstrating complete obstruction of superior vena cava, with development of complex collaterals
and prominent azygos vein.
the SVC syndrome seems resistant to radiotherapy symptomatic relief. Shunting the blood from the
neck and upper-limb veins into the lower-limb veinsand/or chemotherapy, or for cases in which the ra-
diation tolerance has previously been exceeded. In a through autogenous venous conduit with a single
anastomosis, with the benefit of avoiding the above-review of grafts in the venous system, Haimovici
and associates3 concluded that autogenous veins are mentioned risks, seems a good alternative. However,
this technique needs meticulous care during tunnellingpreferable for venous replacement or bypass. Chiu and
associates described the spiral vein graft for superior- the long saphenous, which can easily be twisted. This
method of decompression has been described as avena cava replacement in dogs in 1974 and Doty
reported a successful clinical application of the tech- temporary extracorporeal axillofemoral venous bypass
procedure to reduce the high venous pressure in thenique in 1976.4 Recent reports of SVC bypass using a
spiral saphenous vein graft, autogenous venous grafts, upper part of the body before induction of general
anesthesia prior to SVC reconstruction.5and Dacron prosthetic grafts have provided en-
couraging results.1 We believe that this new surgical technique is useful,
simple and safe. Continued patency for the last 18Surgical management of the obstructed SVC has merits
in some cases of benign disease, but the indications for months suggests a promising treatment option for
patients with SVC syndrome.intervention remain controversial in patients with SVC
syndrome. In most benign causes, obstruction of the
SVC occurs slowly enough to allow development of an
efficient collateral venous system compatible with long
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major collateral venous channels. Therefore, this major
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